muscles occupying the space between the cords and-alae of the thyroid cartilage. In the more posterior part of the muscular mass there is shown on the left side the transversely divided superior laryngeal artery lying close to the perichondrium, and on the right side, in a corresponding position, but somewhat more deeply in the muscle, there are three small arteries derived from the same source. The veins in the thyroarytmnoid muscle in the angle on the outer side of the processus vocales are conspicuous in number.
The conclusion we may draw from these investigations is that in those cases in which it is necessary to cut through a considerable amount of muscular tissue close up to or including the arytaenoid cartilage, the superior laryngeal artery may be cut or injured. Since the vessel in this situation lies close against the perichondrium, further separation of the perichondrium from off the thyroid ala is indicated so as to allow the vessel to be more easily seized by pressure forceps and securely ligatured. I think we shall find this practical point of considerable service in future cases which come under our care. By HERBERT TILLEY, F.R.C.S.
THE chief points of interest are: (1) The large superficial extent of the sinuses; (2) the fact that, after thorough pickling with a liquid compound of bismuth, iodoform and paraffin (B.I.P.), the external wound was sutured at the close of the operation.
at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from (The following notes are written from memory.) Mr. T., aged about 60, had the left frontal sinus opened by the late Mr. Bucknall (University College Hospital), some fifteen years ago to relieve headache and a left-sided purulent discharge. The operation gave relief, but the discharge never ceased entirely. During the past five to six years I have seen the patient many times, because of some pain over the right frontal sinus. This was relieved from time to time by intranasal irrigation and removal of ethmoidal granulations from the lower end of the fronto-nasal canal. During the later months of 1919 the pain became intolerable, and I opened the right sinus through the eyebrowan extensive sinus, filled with pus and large oedematous granulations, was revealed. The interfrontal septum was defective and pus could be seen coming from the left sinus. Hence I turned up the soft tissues of the lower forehead by making an incision over the root of the nose, thus joining the inner ends of the old and my new incisions. The anterior walls of each sinus and the pyogenic membrane were removed, the exposed surfaces anointed with B.I.P., and the soft tissues replaced and sutured. The patient made a rapid recovery; he is now free from all pain and nasal discharge, and the scarring is very slight.
Miss D., aged 38. A long history of frontal headache and purulent nasal discharge. Both frontal sinuses were found to be diseased, as also the ethmoidal regions and antra. November, 1919: The patient came to hospital suffering from great pain, temperature 1020 F., and appearing to be very ill. The soft tissues over the lower forehead were red, swollen, and oedematous. An operation was carried out identical in technical details with that already described, but the convalescence was less rapid. A small point in the right eyebrow incision continued to discharge a clear serous fluid for three or four weeks, and it was intensely painful to the gentlest touch. The patient has now recovered, and is free from all symptoms. The sinuses extended into the temporal fossa on each side.
Such cases as these appear to the exhibitor to demand external operation rather than the intranasal method, and he has been impressed by the rapid healing of the large surfaces when they have been treated with B.I.P. He has employed this method with complete and rapid success in five cases.
Mr. H. LAWSON WHALE, F.R.C.S., exhibited a " Specimen of Adult Frontal Bone showing Small-sized Frontal Sinus."
